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Abstract—Family m embers pl ay an  im portant role  in  the 
physical and mental recovery of soldiers returning from Opera-
tion Ir aqi F reedom (OI F) and  Operation Enduring Freedom 
(OEF). Posttraumatic stress disorder (PTSD) has been as soci-
ated with strained marital and family relations and parenting 
difficulties, and  many veterans with PTSD experience dif fi-
culty finding and maintaining employment. Family members 
who assist with the veteran’s recovery also experience signifi-
cant strain and may have to leave employment to care for the 
veteran. Our objective was to identify appropriate assessment 
measures for examining the well-being of spouses assisting 
with veterans’ recovery and to identify opportunities for sup-
porting veterans’ spouses. We used a co mbination of expert 
panel input and qualitative methods (focus group interviews) to 
develop a battery of instruments for use in future research with 
OIF/OEF family members to examine well-being. Research is 
needed to elucidate and refine the special needs and issues sur-
rounding PTSD in current and futu re OIF/OEF veterans and 
their families. This study provides a first step  toward under-
standing appropriate m easures. Ex pert panel m ethods and 
focus group interviews yielded valuable input on the domains 
and measures that should be included in the assessment battery 
as well as opportunities for assisting spouses.
Key words:  assessment, burden, careg ivers, expert  panel 
methods, focus groups, OIF/OEF, PTSD, quality of life, reha-
bilitation, veterans. 
INTRODUCTION
Soldiers deployed as part of Operation Iraqi Freedom 
(OIF) and Operation Enduring Freedom (OEF) are expe-
riencing a variety of injuries that have long-term implica-
tions  for  their health and  well-being and represent 
significant challenges for the V eterans Health Adminis-
tration (VHA). Ame rican military personnel who ha ve 
served in Afghanistan and Ira q a re expe riencing long 
periods of extreme stress, intense battlefield experiences 
that pose threats of personal harm and death, taking life, 
and witnessing  or experiencing injuries and de ath that 
can have an impact on mental health and emotional well-
being. Research has show n that combat expe rience and 
the stress associated with deployment increase the risk of 
developing mental health difficulties, including posttrau-
matic stress disorder (PTSD), depression, and substance 
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abuse [1–2]. The estimated  lifetime prevalence of PTSD 
is 30.9 percent for male Vietnam veterans and 26.9 per-
cent for female veterans who served in the Vietnam war.
Elevated rates of PTSD and other Diagnostic and Sta-
tistical Manua l of Mental Dis orders  Axis I diagnoses  
have been reported among OIF/OEF veterans. PTSD is 
the most common mental health diagnosis among veter-
ans returning from combat and the second most frequent 
medical diagnosis among veterans who have used VHA 
healthcare services [1,3]. Soldiers who have sustained a 
combat  injury are at particular risk for P TSD [4–9]. 
Emerging evidence also suggests considerable impact on 
families o f  men an d wo men de ployed in OIF/OEF . 
Although widespread reco gnition is foun d among the 
research and clinic al communities concerning the hard-
ships that families  face in ge neral, research has lar gely 
been based on studies of nonmilitary/nonveteran partici-
pants, such as older adults, and condition-specific groups, 
such as th ose with dementia or stroke [10–12]. Less  is 
known about the physical and emotional stress experienced
by spouses of veterans with PTSD (http://www.ncptsd.va. 
gov/ncmain/ncdocs/fact_shts/fs_partners_veterans.html, 
last accessed March 23, 2009) [13].
We describe our efforts to identify domains and meas-
ures for inclus ion in a  battery of as sessment tools  to 
examine the we ll-being of  spouses assisting with veter-
ans’ care. D omains identified to a ssess spousal w ell-
being include health status, mental health,  alcohol and 
substance abuse, conflict, and marital satisfaction. This 
study was part of a lar ger research agenda designed to 
understand veteran and spousal characteristics and medi-
ating  variables that inform spouses’ response(s )  or 
appraisal  of  caregiving an d, ul timately, veterans’  out-
comes. The conceptual framework (Figure) guiding our 
work, including  identification of  domains relevant  to 
spousal well -being, is ad apted  from stre ss a nd coping 
models [14–15]. That providing care to a family member 
or friend often leads to increased strain and/or burden is 
widely accepted. The inability  to cope ef fectively with 
the stressors associated with caregiving can negatively 
impinge on the spouses’ (and veterans’) mental and physi-
cal health. Changes in care responsibilities and relation-
ships can lead to increased burden and strain that may or 
may not be successfully managed [16–17].
Recent work in  the area of caregiver identity theory 
suggests that ca regivers experience distress in response  
to a disruption in the identity maintenance process [18–
19]. The caregiver typically assimilates caregiving into 
the spousal relationship with little or no distress when the 
need for  caregiving/family as sistance is minima l. This 
process stretc hes but doe s not  threaten  the  caregiver’s 
existing identity. However, when the need for assistance 
requires a fundamental change in spousal roles, threats to 
a person’s existing  identity are drama tic and significant 
effort is  required to accom modate the  ch anges.  If th e 
need for ass istance occurs su ddenly or i ntensifies, the 
added responsibilities typically surpass the activities that 
generally characterize the spousal role, and this creates a 
discrepancy b etween the   spouse’s he lping actio ns  and 
how self-identity is perceived in relation to the marriage.
Caregiver identity theory po sits that psychological 
distress (i.e., objective burden, relationship burden, and 
stress burden)  manifests wh en  a disc repancy exis ts 
between  a  caregiver’s he lping ef forts and self-identity 
[18–19]. When caregiver str ess is  un derstood to  be  
caused by a perceived discrepancy between what a care-
giver thinks he/she  should be doing (based on  the care-
giver’s perception of the marital relationship and  self-
identity) and the actual tasks required, effectively targeting
resources to reduce or eliminate the sources of distress is 
possible. Further, spouses’ belief in their ability to effec-
tively assist with the veterans’ care may also contribute to 
improved outcomes [20–21]. Spouses who are confident in 
their ability to assist with  and manage the  care of their 
loved one (i.e., higher self-efficacy) have better personal 
outcomes related  to stress an d burden and a re therefore 
more likely to have improved mental and physical health 
outcomes, which could transl ate into  better patient
outcomes.
Significant psychological impairment has been asso-
ciated with as sisting with c aring for V ietnam ve terans 
with PTSD. Guilt, substance abuse, and vicarious experi-
encing of th e veteran’ s pain have been report ed  by 
spouses  of  Vietnam-era vetera ns [22–23]. Familie s of 
Vietnam vete rans also expe rience worse  mental health 
outcomes when the vetera n has PTSD [24–28]. Spouses 
of Vietnam veterans with PTSD have more symptoms of 
depression and other psychological disorders (i.e., anxi-
ety and low self-esteem) than spouses of veterans without 
PTSD [22,29–30]. Wives of V ietnam-era veterans with 
PTSD also  report significant  marital  problems,  with 
greater symptom severity associated with increased marital
distress, more  relationship problems, and greater  family 
dysfunction [24–25, 27–29,31–32]. Further, the potential 
for intimate partner violence is greater when the veteran 
has PTSD. For ex ample, 3 3 p ercent of v eterans with  
PTSD committed intimate partner violence compared 827
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with 13.5 percent of v eterans who d id not have PTSD 
[11]. Intimate partner violence has been related to poor 
family functioning and behavioral problems and social 
dysfunction in children [22,33–34].
Servicemembers and, in turn, their fa milies, ma y 
experience difficulty recovering from trauma and require 
help reintegrating into society [1,4,35–36]. Marital problems,
difficulties parenting, strained family  relationships, and
problems locating and maintain ing employment [37] have 
been reported for OIF/OEF veterans diagnosed with PTSD.
PTSD  symptoms (intrusions , a ppearing  self-absorbed, 
emotional numbing, and arou sal) can make family and 
public  outings an unpleasan t and  anxiety-provoking
experience for the veteran and his or her family and can 
cause many spouses and partners to avoid these activities. 
As a result, spouses and partners of veterans with PTSD 
often report feeling cut off from friends and family, and 
many ex perience sign ificant is olation [3 1–32,38–40], 
with limited opportunities to seek healthy outlets and the 
support of others.
Families play an important role in veterans’ recovery 
and readjustment. How exposure to trauma affects fami-
lies, in particular spouse s and  committed partners, is 
important for the long-term optimal outcomes of O IF/
OEF veterans with P TSD. The Department of Veterans 
Affairs (VA) has expressed an interes t in bette r under-
standing the circumstances of OIF/OEF spouses and fami-
lies and recognizes the need for targeted services to assist 
and stre ngthen fa milies. The  VA  has been providing 
national trainings for their  clinical staf f on evidence-
based practices for marriage and family counseling.* Fur-
ther,  the V A Mental Heal th Quality Enhancement 
Research Initiative is interested in identifying methods to 
improve family participation in the care of v eterans and 
the development  and testing of  tools and strate gies that 
promote a nd su pport co nsumer-driven  mental  health 
care. The Caregivers and  Veterans Omnibus Health Ser-
vices Act of 2 010 requ ires that the  VA document the 
effects of care giving on family members and ma ndates 
assessment  of c aregiver needs  and re sources to more  
effectively serve our nation’s veterans. Documentation of 
marital partners’ experiences provides an opportunity to 
identify mechanisms for enhancing supporting systems.
METHODS
We used a combination of qualitative methods (focus 
group  interviews) an d exp ert panel input to identify 
domains and measures for inclusion in a battery of instru-
ments  for use  in future resea rch. With guida nce  from 
Figure.
Conceptual study framework. PTSD = posttraumatic stress disorder.
*McCutcheon, Susan. (Office of Mental Health Services, VA, Wash-
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expert panel members, project staff drafted a preliminary 
list of instruments that was shared with focus group par-
ticipants for their input on key domains for inclusion in a 
draft battery of assessment measures. The revised battery 
was then presented to the expert panel for their approval. 
A second focus group was convened to make final adjust-
ments to the ass essment battery. The  recommendations 
from  the  expert  panel a nd focus  group s essions were  
incorporated, and project staff reviewed and approved the 
recommended changes.
Expert Panel Methods
Expert panel members were recruited based on their 
status as nationally recognized experts on family and care-
giver issues and/or the impact of war and trauma on fam-
ilies (see  “Acknowledgments” for a complet e listing  of 
participants). W e used a two-round  consensus-panel 
method to  select and ra te the appropriateness of ca ndi-
date instruments. The first expert panel roun d was co n-
ducted by teleconference and the  second round was in-
person.  Project s taff sought the  recommendation  of 
expert panel members in conducting an extensive review 
of published instruments and in compiling instruments 
for conside ration in  the  assessment battery.  Candidate 
instruments were assessed for appropriateness and feasi-
bility of administration to OIF/OEF  spouses. With input 
from expert panel members, project staff drafted a  pre-
liminary  list of instruments that  was  evaluated and 
refined in an init ial round conducted via teleconference. 
In preparation for the panel teleconference, key candidate 
instruments were   organized by  do main an d co mpiled 
along with documentation describing each scale’s devel-
opment  (including reliabilit y and vali dity), prior uses, 
and a summary of the projec t  staff’s consideration of 
advantages and limitations. These  documents were distrib-
uted to the  expert panel me mbers prior to  the teleconfer-
ence. Panel members discussed, reviewed, and rated the 
instruments during the teleconference meeting, helping to 
elucidate and refine the list of existing measures. During 
this meeting, a decision was made by consensus vote to 
either retain each instrument  for further discussion or to 
drop it fro m consideration. At this point, rati ng was a 
simple “include for further discussion” versus “drop from 
consideration.” The  panel a lso ma de recommendations  
regarding the need for more information prior to the final 
review (e. g.,  from  developers or  published uses) and 
identified additional instruments for consideration during 
the teleconference. Details  regarding the list  of instru-
ments considered at  the first  and second panel  session 
and key points regarding the se lection of meas ures, as 
well as additional considerations, are listed in the  Table. 
The revised battery was shared with veteran spouse focus 
group participants after the fi rst panel session to ensure  
that the identified domains and measures captured partici-
pants’ expe riences (see  “Foc us Group Interviews   and 
Methods” for details). The up dated draft was circulated 
among panel members prior to the 1-day in-person meet-
ing, during which consensus was established concerning 
the final list of instruments identified for inclusion in the 
assessment battery. The panel selected measures based on 
such factors as the psychometric properties of the instru-
ment, clarity of que stions, appropriateness for use with 
the target population, focus group feedback, and familiar-
ity with and ability to access the instrument.
Focus Group Interviews and Methods
Focus groups represent a type of group interview fre-
quently used to gather input based on participants’ expe-
riences a bout a topic  of interest [41]. Foc us group 
research is fre quently use d to  identify information to 
guide the development of surveys or instruments [42] and 
can also generate critical knowledge of the language par-
ticipants use to describe their views [43]. For this reason, 
lay feedback from persons who  will participate in future 
research is valuable. We sought lay feedback to assist in 
producing an acceptable battery that woul d best capture 
the effect of OIF/OEF veterans’ PTSD symptoms on care-
givers. Two focus groups were held with spouses of OIF/
OEF veterans to help us iden tify important domains that 
should be included in the assessment battery. The second 
half of each focus group session was devoted to examin-
ing the  content of the  instruments. An interview guide 
was used to facilitate discussion of the domains  of expe-
rience relevant to participants. Probes (e.g., “tell me more 
about that”) were used to elicit specific information from 
participants. Lay  preferences were  documented, and 
the need fo r ad ditional q uestions wa s no ted.  Respon-
dents’ answers were regularly repeated, and respondents 
were asked for confirmation  and/or clarification.  This 
provided an excellent opportunity to clarify participants’ 
answers and frequently generated more in-depth responses 
[44–45].
Procedures and Sample
Participants included a convenience sample of OIF/OEF
spouses assisting with the care of veterans e nrolled for 
treatment for PTSD at a Midwest VA medical center. Partici-
pants were  given a  $50 cash ho norarium to co mpensate 829
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Table. 
Domains and instruments considered for assessment battery: Evaluation of instruments for assessment battery. 
Domains and Measures
Panel Action
Panel Comments
First Round Second Round
Caregiver Characteristics
Behavioral Risk Factor Surveillance System 
Questionnaire (BRFSS) [1]
Retain Adopted Panel stressed need to balance detail and respondent 
burden. Panel suggested caregiver be asked about 
prior military experience, No. of dependents cared 
for regularly, employment status, knowledge of/
plans to access community & Internet resources, & 
whether service costs interfered with use.
National Alliance for Caregiving (NAC) and 
the American Association of Retired Persons 
(AARP) Survey [2]
Retain Adopted
Alcohol and Substance Abuse
CAGE Audit-C (CAGE AUD-C) [3–4] Retain Adopted Panel suggested adapting instruments to assess sub-
stance abuse for women’s drinking levels. Additional 
suggestions included assessing “typical” drinking 
behavior for past 12 mo for measure of tolerance & 
asking about prescription use/misuse & items related 
to use of antianxiety & antidepressant drugs in past 
12 mo.
Semistructured Assessment for the Genetics of 
Alcoholism (SSAGA) [5]
Retain Adopted
Burden
Caregiver Stain Index (CSI) [6] Retain Not Adopted Although CSI has been used among older adults, psy-
chometric properties of CSI have not been validated. 
Further, in addition to yes/no response format, meas-
ure was viewed as redundant. T-CARE burden assess-
ment for clinical management was selected for use. It 
has been used widely among older adults & has been 
adapted successfully to other populations.
Zarit Burden Interview (ZBI) [7] Retain Not Adopted
Tailored Caregiver Assessment and Referral 
Process: An Evidence Based Model for Effec-
tively Supporting Caregivers (T-CARE) [8]
New Measure Adopted
Conflict (Marital and Parent-Child)
Conflict Tactics Scale (CTS) (Partner 
Version) [9]
Retain Adopted CTS was considered best measure for assessment of 
marital and parent conflict. It is widely used in VA 
& has solid psychometric properties. Based on input 
from 2nd focus group, indicating significant parent-
child strain, parent-child version of CTS was added.
CTS (Parent-Child Version) [9] — New
BRFSS Questionnaire (Module on Domestic 
Partner Violence) [10]
Retain Not Adopted
Coping Resources
NAC and AARP [2] Survey Retain Adopted Panel members felt that measure selection should be 
decided based on intended use/applicability (preva-
lence, predictive ability, interventional); e.g., knowl-
edge of coping styles is not easily translated to an 
intervention. However, knowledge of resources 
available yields valuable information that can be 
used to support marital partners. Additionally, it 
was noted that factor structure of WOC survey has 
been questioned in recent years & CISS was per-
ceived as slightly dated.
Ways of Coping Questionnaire (WOC) [11] Retain Not Adopted
Coping Inventory for Stressful Situations 
(CISS) [12]
Retain Not Adopted
Health Status
BRFSS [1] Retain Not Adopted Use of BRFSS single-item for self-rated health was 
considered. Some support for use of single-item 
measure because of opportunity for comparator 
(reference) population & ability to get to measure 
intensity. Despite these considerations, SF-8 was 
favored as gold standard among brief health sur-
veys, with strong psychometric properties for each 
single-item construct assessed.
Short Form Health Survey (SF-8) [13] Retain Adopted830
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Domains and Measures
Panel Action
Panel Comments
First Round Second Round
Mental Health (Depression and Suicidal Ideations)
Center for Epidemiologic Studies Depression 
Scale-10 (CESD-10) [14]
Retain Adopted CESD-10 was favored based in part on extensive 
knowledge of measure, its excellent psychometric 
properties, & prior use by team members [4]. 
Although SSAGA was strongly supported as ideal 
measure for questions related to suicidal thoughts, it 
was omitted to reduce respondent burden & because 
of IRB concerns related to sensitivity of questions. 
LASC has been used in VA in recent years to assess 
spouses’ psychiatric symptoms. However, panel 
noted that it was not developed as measure of partner 
distress, & it was dropped from consideration.
Physical Health Questionnaire-9 (PHQ-9) [15] Retain Not Adopted
Los Angeles Symptom Checklist (LASC) [16] Retain Not Adopted
SSAGA [5] Retain Not Adopted
Marital Satisfaction
Dyadic Adjustment Scale (DAS) [17–18] Retain Adopted Panel felt that each measure had excellent psychomet-
ric properties & could be understood easily. How-
ever, DAS is used widely in VA & is considered gold 
standard for assessing marital satisfaction.
Relationship Assessment Scale (RAS) [19] Retain Not Adopted
Personal Assessment of Intimacy in Relation-
ships (PAIR) [20]
Retain Not Adopted
Role Discrepancy [21] — New Role discrepancy was identified by panel as key con-
struct to be included. Panel selected measure of 
role discrepancy construct from T-CARE [21].
Self-Efficacy [22] — New Panel perceived self-efficacy as crucial to caregiving 
success & recommended brief, valid measure for 
use.
Social Support
Medical Outcomes Study (MOS) Social Sup-
port Survey [23]
Retain Adopted MOS distinguishes receipt of physical health & emo-
tional support & was favored by panel & focus 
group participants for its brevity & clarity. Word-
ing on SPS and PRQ were perceived as problem-
atic (negative wording & neutral “bailout” 
responses, respectively), which could have nega-
tive effect on quality of data. Panel also recom-
mended asking about need for assistance with 
young children & additional services.
Social Provisions Scale (SPS) [24] Retain Not Adopted
Personal Resource Questionnaire (PRQ) [25]
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them for their  time. Each focus group interview last ed 
about 2 hours. Participants were recruited with the assis-
tance of a mental health clinician i n a Midwest  VA 
healthcare  facility. The clinic ian informed the veteran 
about the study during a regularly scheduled appointment 
or via tel ephone  and  asked  about the  availability of a 
partner willing to participate in a focus group session. If 
the spouse was  receptive to pa rticipation or wanted to 
know more about  the study ,  contact information was 
shared with the  project team. The principle investigator 
or project coordinator then telephoned spouses to further 
explain the study  and inquire about their wi llingness to 
participate in group interviews. 
Analysis of Focus Group Data
The audio  narrative intervie w data were recorded, 
transcribed verbatim, and verified for accuracy and com-
pleteness by project staff. Two coders jointly established 
the co ding scheme and assess ed variations within and 
across themes and categories. We paid special attention to 
the general setting, timing,  and arrangement  of events; 
participants and their roles;  and events that s tood out as 
significant or were minimized by caregivers [46–47]. Ini-
tial codes were  applied to larger sets of data and  used to 
generate themes and categories. The information obtained 
from the focus-group research  played a critical role in 
cross-validation of the  candidate instruments and expert 
panel feedback.
RESULTS: INTERVIEWS WITH OIF/OEF 
SPOUSES
Seven women particip ated in the fo cus group inter-
views. All were married or engaged to be married to an 
OIF/OEF veteran (although one interviewee was not 
married but engaged, throughout this article  we refer to 
all the veterans and  women as “spouse(s)” or “husband” 
and “wife”). Interviewees had a mean age of 29.7 years  
(range 24 –34), an d th e ve terans th ey cared  for h ad a  
mean age of 34.6 years (range 26–48). Three of the seven 
women interviewed had children in the home, and four of 
the seven women interviewe d worked full- time. The 
length of time since deployment of their veteran partner 
ranged from 6 months to 5 years. Important themes were 
discovered and are discussed here.
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Participant Characteristics
All of the women we interviewed reported significant 
financial strain as a result of their spouse’s PTSD. In each 
family,  only on e spou se was emplo yed.  Four  women 
worked full-time because the veteran was unable to work 
as a re sult of the se verity of the P TSD. Further, three 
women agreed not to work as a condition of the veteran’s 
acceptance into an  intensive treatment program for 
PTSD. Gambling also led to financial difficulties. Focus 
group participants (and veterans) reported having prob-
lems with their  employers as a result  of  the vete ran’s 
PTSD, including time  away from work and time spent 
talking to and  coaching th e  veteran while at work. 
Women who were empl oyed worried about losing their 
jobs because of the amount of time they spent during the 
work da y “ta lking the  ve teran do wn,” spe aking to  the  
veteran’s doctor, or accompanying him to appointments. 
One woman, who desc ribed herself as “on call to help 
him cope with things,” and consequently “very stressed,” 
indicated that she had chosen to give up her job as she 
could n ot  provide t he l evel  of su pport  her  husband 
needed, work full-time, and deal with her own stress.
I was employed and I actually lost my job about 
3 months ago. It was . . . something’s got to give. 
Either work’s got to give or home’s got to give. 
I’m not giving up on home. I’d rather  be happy 
and broke than to have all the money in the world 
and hate everything about my life. I decided it’s 
not worth it. So, I quit working and that makes it 
tougher to not have family close by.
—Interviewee
In some cases, the veteran lost his job for taking time 
off to deal with PTSD symptoms, even though he should 
be protected by the  Family Medical Leave Act. Othe r 
participants reported that the  veteran had stabilized 
enough  to  secure an d k eep emp loyment. However ,  in 
each case, the veteran was  not working in his a rea of 
training and inst ead had accepted an entry level,  lower-
paying job that ent ailed fewer responsibilities and less  
stress.
Burden
Focus  group data indicate  that military families 
affected by PTSD are likely to report significant financial 
burden. All of  the  participants  we i nterviewed were 
noticeably distressed and expressed severe strain/burden 
because of the dema nds place d  on the m. Most of the  
women we spoke to described their work to help diffuse 
whatever situation arose and to prevent potential crises as 
“constant, a 24/7 job, or on call around the clock.” Focus 
group participants focused on  the difficulty of working, 
coupled with taking care of the home and children, while 
also supporting the veteran “around the clock,” by help-
ing him to sort out his feelings.
I deal with  a lot of stress [at work] all the  time 
and then if  there is an issue at home , he’s not 
feeling good,  he’s sick or something cra zy has 
happened, then I have to g o home and destress 
the situation. I have to do the laundry , I have to 
cook, I have to clean. Whatever needs to be done 
. . . I’ve been at work and I come home and try to 
get things done so that I can go to sleep, get 
things done, whatever.
—Interviewee
Spouses reported devoting countless hours to helping 
the  veteran cope with anxi ety, fear,  irritability,  fits of 
anger and rage, and interpersonal relations. This included 
helping the veteran sort out pr oblems with his  family of 
origin and relations with  coworkers and supe riors  if 
employed. They also reported spending a significant part 
of each day encouraging the veteran to “take the medica-
tions prescribed, eat, shower, and clean up.”
The  intense de mands place d  on spouse s cre ated 
significant strain a nd worry. One woman worried about 
losing her job because of the amount of time she devoted 
to helping the spouse each day.
He calls me at l east three times a day while I’m 
at work. It  gets really bad because  I work in a 
busy office. I’m a busy professional . . . I can’t be 
taking his phone calls . . . I can’t be talking on the 
phone all day. So I’m constantly worried that I’m 
going to get in trouble because I’m on the phone 
with him about something. And most of the time, 
it’s nothing. Just that, either he wants to hear my 
voice, he   wants  to kn ow  that I’m o kay, or he  
wants to know when I’m coming home.
—Interviewee
Although time since deployment was a factor in th e 
veterans’ ability to readjust  and the demands placed  on 
the interviewee were varied, all of the women we talked 
to continued to expe rience significant strain. However, 
time since deployment see med to ma ke a difference in 
terms of the number and frequency of daily crises. Partic-
ipants whose spouse had returned 3 or more years earlier 833
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reported greater stabi lity but continued to experience 
considerable burden.
Women experie nced significant  care  demands and 
consequently had very little, if any, time for relaxation or 
time to themselves. They des cribed one of th eir biggest 
challenges as finding pers onal time: “The re’s no me 
time.” Another woman further explained, “My biggest 
challenge is just being my own person.” Like other par-
ticipants we interviewed, she found it very hard to retain 
a sense of self when she spent all her time  doing things 
and caring for others.
My best friend died  recently and it was like the 
worst time of my ent ire life . . . other than stuf f 
dealing with my husband . . .  she was everything 
to me outside of my family. She’s been gone sev-
eral months and I  haven’t cried because I  don’t 
get time by myself to deal  with how I feel. I’m 
always worried a bout  what e verybody  else is 
doing. So I would say that’s probably the biggest 
thing, keeping me as an individual person, rather 
than just being a mom and wife.
—Interviewee
Health Status/Mental Health
The impact of the vetera ns’ emotional trauma on 
their  spouses’ phys ical and mental he alth was   docu-
mented in expert panel discussions and focus group inter-
views. The majority of the women interviewed described 
very difficult circumstances at home after their husband’s 
return. All the women indicated that besides PTSD, many 
veterans experienced depression, anxiety, and sleep dis -
turbance in  addition to a br oad range of medical condi -
tions. Veterans’ m ental  state an d p oor ph ysical he alth 
affected spouses’ health negatively. Participants reported 
their own significant mental  and physical strain in 
response to caregiving, and some women repo rted that 
they were also seeking counseling and taking psychoac-
tive medications for depression and/or anxiety.
Alcohol and Substance Abuse
Participants were aware that many veterans and their 
spouses develop problems with prescription medications, 
use of al cohol  and illicit drug s, and/or gambling as a 
means of coping with  stress or problems when readjust-
ing to civilian life. These we re generally not  reported to 
be issues for the women we interviewe d. However, the 
veterans’ increased  consumption o f alcoho l and  ci ga-
rettes  was a  problem  most women mentio ned. Wh en 
asked wh ether  alcohol co nsumption  and  use o f d rugs 
(prescription and ill icit) by  marital  partners sh ould b e 
explored further, all participants agreed that it was an 
important to pic an d ma ny repo rted  that they knew of  
other spouses (and veterans) who had developed prob-
lems with drugs and/or alcohol.
Conflict (Marital and Parental)
The effect of the veterans’ emotional lability and the 
quality of marital relations  was considered by the expert 
panel and was confirmed as  an important issue by focus 
group participants. None of the women we interviewed 
indicated that physical abuse was a problem. However , 
all the women we interviewe d described the spouse as 
very emotional. Husbands were “volatile” and “subject to 
rage.” One woman explained, “He gets very, very angry, 
very easily.” Given veterans’ fragile emotional state and 
emotional lability, many women were concerned about 
their husband’ s “preoccupa tion  with weapons,” es pe-
cially the desire to take a weapon along when going out 
in public. For example, most of the women we spoke to 
indicated that their husband could easily be enraged if he 
perceived that another driver had been aggressive toward 
him in any way . Some women feared that  the situation 
could escalate and the husband might us e his weapon on 
another driver if he had it in h is possession during an 
altercation. All the women but one indicated that they 
pressed the veteran to leave the weapons at home when 
they went out. One woman explained her concerns—
I’m sitting in the passenger seat, this guy  comes 
up and pulls in front but doesn’t make room and 
almost hits the si de of the car  where I’m sitting 
and my husband gets mad, threatening. He wants 
the guy to pull off to the side of the road so that 
he can take care of the issue . . .  He does carry a 
knife with  him wh erever h e g oes. No gu n, 
because I won’t allow him to have a gun because 
right now he explodes so fast that . . . I know that 
he’s responsible with guns, but it’s just not some-
thing I want him to carry around, period.
—Interviewee
Several wome n also commente d tha t  soon after  
returning from combat,  veterans were sleepi ng with 
weapons. Participa nts disco uraged th is  behavior and 
encouraged veterans to “put the guns away” so that they 
were not easily accessible to the veteran or any children 
in the home.834
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Participants also reported  that veterans experienced 
problems with hypervigilance and paranoia. All but  one 
woman described the  veteran as hyperreactive to e nvi-
ronmental stimuli of any sort and hypervigilant. In some 
instances, this resulted in th e wife b eing punched if the  
veteran was not forewarned of her presence. Hypervigi-
lance also ca used problems for  some veterans and their 
wives in public set tings. Participants also talked about 
the husband’s fear of being in public or crowded places 
after havin g been expo sed  to co mbat,  bombings, and 
enemy attacks.
We use d to go  into   Target,  [but] he   can’t be  
around crowds . . .  he was on his knees and he 
was hollering with his hands over his ears, saying 
something like, “Get me  out of  here,” and kids 
were coming around looking at him, and he was 
just screaming, like, a fit of rage.
—Interviewee
Veterans seldom wanted to go anywhere, and behav-
iors like these made  it difficult for their  wives to  feel 
comfortable going out in public. Outings were generally 
limited to visits with family if they lived nearby, going to 
the store, or hanging out with  military friends and their 
families.  Many women report ed feeling relatively iso -
lated as a  result and  also misunderstood  by and disc on-
nected from the general public.
We also asked participants about how their husband’s 
PTSD affected children in the home. Thre e of the seven 
women we interviewed had young children. Women with 
children were co ncerned that the hu sband’s depression, 
anger, and preoccupation with his own issues negatively 
affected the children. One woman explained that her chil-
dren had worried about their  father a lot while he was 
away. After  returning home , tho ugh, th e veteran had 
“very little patience and no interest in the children.” The 
husband seldom played with the children  and yelled at 
them a lot. This suggests that the veteran’s own children 
could be a trigger for the PTSD symptoms, especially if 
the veteran saw children injured or killed while deployed. 
As a result, the wives felt very sad for the children. 
My husband has absolutely no patience. Before, I 
was the one who  was always yelling at every-
body. Now he’s like that. He just had oral surgery 
and our son told my mom that he was glad that 
his Dad had surgery so now he can’t yell at him 
all the time.
—Interviewee
The women  no ted th at bo ys in  particular id olized 
their fathers, and some veterans  treated their s ons more 
harshly upon returning from deployment, treating them 
like little soldiers and thereby retaining a military mind-
set after returning home. When the relationship assumed 
a harsher tone, boys were deeply hurt.
Oh, my husband totally drills him. “You gotta do 
it  this way!” Constantly since the day he got 
back. I mean, I feel sorry for our  son. He’s just 
on top of him and will not let  up, and my poor 
son is like, “I can’t do anything right.” But, you 
know, I think that’s the only reason why we fight 
. . . “Well, he’s not your soldier, you know? He’s 
your son.”
—Interviewee
Women  also expe rienced  problems with children 
mirroring  the veteran ’s behavio r. Th e v eteran’s ang er, 
impulsivity, and depression have been shown to a ffect 
children [22,30,32,34]. Boys have been shown to adopt 
the maladaptive traits of their fathers, but the literature is 
inconclusive [32,48]. One woman talks about her  strug-
gle with he r son mirroring his father’s depression and 
memory problems.
If Daddy feels like taking the gun out and shoot-
ing somebod y to day, he wan ts  to do it,   too. I 
mean, he does everything my husband does. My 
husband can’t remember  things because of the  
PTSD and traumatic brain injury . . .   he can’t 
remember what he  did 5 minutes ago. You ask 
the child somethi ng, “I don’ t know . I don’ t 
remember.” It’s a struggle.
—Interviewee
The symposium of experts  convened by the  Center 
for the Study of Traumatic Stress reported tha t children 
are often not adequately prepared to cope with their par-
ent’s injury and have  varied reactions to the  changes in 
their parent and thei r emotional well-being i s frequently 
affected [49]. Further, parents need guidance in knowing 
how much to tell children about the injuries sustained by 
the veteran.
Children in military famili es often experience signifi-
cant uncertainty and fear associated with having a parent 
in combat. They  often ask ,  “Is Mo mmy/Daddy ok ay? 
When is she/he coming home?” or “Is my Mother/Father 
going to die ?” Once the a bsent parent returns, spouses 
face  competing dema nds fo r their  attention. Many 
spouses work, take care of th e children, and ass ist with 835
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the veteran’s recovery. Given these challenges, it may be 
difficult for a child to be a kid. Parents, the well spouse in 
particular, may struggle to  maintain the integrity of t he 
family [32].  They also experience measurable problems 
with family adjustment [22]. Several women talked about 
the difficulty of meeting this challenge. One woman told 
us—
I wou ld  say my b iggest  challenge p robably is 
helping us to function as a family , with a Mom 
and  a Dad,  and th e kid s wh o can rely  on t he 
Mom and the Dad.
—Interviewee
Another woman shared this concern and talked about 
the difficulty of gett ing her  husband to step up a nd “be 
there” for the kids.
All I  do is  take care  of people. I  go to work, I 
come home, I cook dinner, I do laundry, I get the 
school bags ready for the next day . . . so my big-
gest challenge is to co ndition my children that 
when they go  to their Dad and sa y, “Daddy, I 
need . . . ,” he needs to fill in the blank. Whatever 
they need, they need to know that he’s going to 
respond and take care of them.
—Interviewee
Focus group and panel participants strongly recom-
mended that future  work include an  examination of the 
effect of the vetera n’s trauma on childre n. Accordingly, 
the parent-child version of the Conflict Tactics Scale was 
added to the proposed assessment battery. Children who 
grow up in mil itary families are more like ly than those 
raised in nonmilitary families to enlist i n the armed ser-
vices. The health of military  families, including  spouses 
and children, is of vital impo rtance to the health  of our 
armed services and national security.
Marital Satisfaction
Within the context  of supporting the spouse in  his 
struggle to recove r  mentally and physically ,  women 
described si gnificant  changes in marital  relations  and 
some  women  openly des cribed their husba nd as a 
changed man. One woman talks about some of the behav-
ioral changes she has identified in her husband, including 
fits of rage and gambling and about her perception of him 
as a changed person.
He’s been training our dog to do certain different 
things that  he’s never  done before—to kill, to 
attack. He love s to go to the  casino and blow 
money—he never has don e that before. . . Super 
Bowl weekend, he tore up his room—broke win-
dows in the house, he turned over a TV. He’s just 
not the man that I  married. He came bac k as a 
body, but it’s not him.
—Interviewee
Role Discrepancy and Self-Efficacy
Other participants similarly perceived the spouse as a 
changed person. Sometimes the veteran had been  pas-
sionate about a particular  subject or activity before  his 
deployment but lost all inte rest after  returning. Other  
times, the veteran was described as no longer interested 
in seeing friends with whom he had been close before the 
deployment, suggesting depression and emotional numb-
ing in addition to the P TSD. In some cases, the  veteran 
was disinterested in or angry toward the children. Partici-
pants also felt as though the nature of their relationship 
had change d,  with  multiple w omen describing them -
selves as “parenting” or “b abysitting” the spouse.  One 
woman explained, “It just feels like I parent him, in a nut-
shell.”
The women in our study we re admittedly strongly 
committed to the veteran and played a critical role in the 
veteran’s recovery. Without the support of thei r marital 
partner, veterans’ chances of recovering from PTSD and 
other war -related  traumas  may be mini mized. S till, 
women questioned  their ability to provide a  lifetime of 
support  and wo ndered  how lo ng th ey coul d con tinue 
given the intensity of their husbands’ needs. The need for 
education and traini ng to enha nce skills set s in deal ing 
with PTSD and related issues was also noted.
Social Support
The intense de mands  experienced by  participants, 
coupled with veterans’ disco mfort with publ ic settings 
and disinterest in associating with others, placed signifi-
cant restrictions on the wome n we interviewed. Further , 
veterans’ families  were seldom perceived as su pportive 
or understa nding of the vetera ns’  or  spouses’  needs. 
Women generally described  their own families  as sup-
portive but some lived at a distance from their own fami-
lies. Even when families were close, veterans had a hard 
time feeling comfortable around their in-laws, and tended 
to “isolate” themselves from them. Participants had very 
little “me  time,” and because  of  the intense demands 
placed on them had no time to develop a support network 
or maintain prior friendships . Participants talked about 836
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the difficulty of maintaining friendships and relationships 
with family, given the care demands and the cha nges in 
their husbands. One woman explained—
I’m just always going to everybody else’s doctor 
appointment. I don’t have time to do anything for 
myself. When he  was gone, I was like a single  
Mom. You know, I did tons of stuff with my sin-
gle friends, but now that he ’s home and espe-
cially with all his care, a lot of them, they didn’t 
know him before .  . .  they’re not seeing the rea l 
him. You know? It’s just hard. Like one person 
who was a good  friend, I think she got her feel-
ings hurt. I didn’t have time to call her anymore, 
and she doesn’t talk to me anymore and I think 
it’s because I didn’t have time to call her. I didn’t 
have time to call anybody.
—Interviewee
Women felt that in general there is a lack of appreci-
ation  for the sacrifice that  soldiers and their families 
make: “ People  don’t unders tand the  sacrifice that  not 
only he ma de, but that we ma de too. And that our kids 
made it.” Participa nts similarly expressed concern that 
others seldom understand the special needs and circum-
stances of military families. The Center for the Study of 
Traumatic Stress similarly reported that many spouses of 
injured vetera ns fe el overlooked [49]. Addres sing the  
veteran’s physical health is the primary focus, and fami-
lies often do not receive the a ttention they need to help 
them cope  with the change s they are experiencing as a 
result of the ve teran’s injuries. Significant anxie ty and 
fear are  present building up to and  during the deploy-
ment. Once the veteran returns home and problems arise, 
support is available to t he veteran, but not enough sup-
port is a vailable for the spouse   or children.  Several 
women who participated in  our focus group interviews 
had no one in their local area whom they could talk to or 
turn to for support or help with the issues they were fac-
ing. They also felt ignored by the spouse’s care providers, 
whom they spoke with frequently on the veterans’ behalf 
both at the Department of Defense and the VA: “Nobody 
has ever asked me anything. Like, ‘How are you doing?’” 
As was mentioned by the Center for the Study of Trau-
matic S tress wor kgroup symposium cited previously , 
these problems owe their existence to policy shortcom -
ings that focus solely  on veterans as the loci for their 
health and life problems. With any combat in jury, espe-
cially PTSD, there can be serious challenges to family 
integrity and stability.
Expert  panel metho ds and   focus group  interviews 
yielded valuable input regarding the domains and measures
to be included in the as sessment battery (Table). Use of 
these methods resulted in the  selection of valid, reliabl e 
assessment tools that can be adapted and included in an 
assessment battery to be administere d in future rese arch 
examining the effect of  assisting in ve terans’ care. The 
domains discussed at the first and second panel ses sion 
and the recommended assessment instruments to be adopted
for documenting caregiver  well-being and unmet need 
are provided in the Table.
DISCUSSION
Our efforts to identify key domains and select instru-
ments for future  administration to a na tionally represen-
tative sample of OIF/OEF spouses were greatly aided by 
the guidance we received from a team of experts. We also 
received much-needed feedback from veterans’ spouses. 
The focus group interviews provided us the opportunity 
to explore the effects of c urrent theatre veterans’ PTSD 
on the spouse and family  unit. Our  qualitative findings 
substantiated prior research on Vietnam veterans demon-
strating that P TSD can have a significant ef fect on 
spouses and partners [22,30–32,39,50].
Feedback from spouses   validated  the study team’ s 
initial set of domains, specifically quality of life, depres-
sion, alcohol and substance abuse, the potential for sui -
cide in this population of women, social support, coping 
resources, the quality of the marital relationship, intimate 
partner violence, spousal burd en, and role reve rsal. Par-
ticipants’ input was a lso c rucial to selecting the best 
instruments for the assessment battery and resulted in the 
addition of one domain to a ssess parent-child relations. 
Participants strongly recommended that an instrument to 
assess veteran-child rela tions be included. The negative  
effects of P TSD on children  have been reported previ -
ously [22,30,34]. We also fo und that children are nega -
tively affected by the vete ran’s emotional trauma, with 
boys in particular experiencing stressful, negative rela-
tions with their fathers and also mirroring their fathers’ 
maladaptive behaviors [32,34]. Further, while misuse of 
alcohol and  substance abuse (prescription me dications, 
nonprescription medicatio ns, an d street d rugs) was 
reportedly not a problem for the women we interviewed, 
they were aware of proble ms among  military fami lies 
coping with PTSD and other adjustment disorders. Jordan 837
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et al. found that few  women re ported personal alcohol/
drug use, despite it being a notable concern for the veter-
ans themselves [22]. However, caregiver burden has been 
correlated with increased distress, dysphoria, and poorer 
overall psychological and physical health  [32]. Further, 
female partners of Vietnam war veterans were significantly
more likely to report feeling that they were on the verge 
of a nervous breakdown; the possibility of using or mis -
using alcohol and d rugs to alle viate anxiety and other
distressing symptoms may well be a real concern for this 
group. Expert panel me mbers in clinical pra ctice 
expressed concern for spouse s in this  regard, ba sed on 
their knowledge of veterans’ (and partners’) experiences 
with these issues.
The  women we inte rviewed ex perienced co nsider-
able dif ficulty handl ing  all of the dema nds place d on 
them (i.e., wife, care partner, employee, mother), experi-
enced decreased quality of l ife, reported significant bur-
den, experienced marital stra in, and some reporte d 
depression  and a nxiety. Q ualitative findings  also pro -
vided a glimpse of th e many  co ntributions and  trials 
spouses of current theater veterans with PTSD experience 
on a day-to-day basis and  opportunities for  enhancing 
support  to fa milies. Conver sations wi th treati ng clini -
cians as well as our own foc us group data sugges t that 
many veterans ex perienced strained relations with  their 
family of origin as a chi ld or young adult and, conse-
quently, entered the service  searching for a better life. 
When they developed mental health issues, relations with 
the family of  origin often deteriorated even further. We 
found that the veteran is of ten hurt deeply by family 
members’ reactions to his diagnosis and the problems he 
experiences in his  recovery. Further, the s pouse who is 
assisting in the veteran’s recovery typically finds very lit-
tle support  from her  in-laws. In addition,  because  the 
spouse is so immersed in work and family, and given the 
veterans’ need for assistance, little time is left to nurture 
existing relationships or develop new support systems.
Identifying barriers to care  (specific to the V A) for 
OIF/OEF veterans, spouses, and families  will be a com-
ponent of future research. Additionally, as recommended 
by the exp ert panel, fu ture testing should  include  an 
examination of measurement characteristics. Rasch analy-
sis (i.e., ite m res ponse theory) and clas sic tes t theory 
strategies (i.e., retest reliability) will be used as comple-
mentary strategies for convergence on selection of best 
measures in a follow-up study [51–53]. Importantly, not 
all of the instr uments selected for the battery have been 
subjected to comprehensive testing or would be applied 
with a new population (spouses of  OIF/OEF veterans). 
The resulting list of instrume nts may also need further 
refinement for specific research. Additional detail on 
relationships in t he family,  for example with children, 
might also be needed depending on the research objectives.
Our research results have some limitations. We were 
limited by the small sample  of women we interviewed 
from a single VA medical center and the c ross-sectional 
snapshot of their lives. Wh ile a sample of about  20 is 
generally believed to be suf ficient to achieve t heoretical 
saturation  [54], a qualitativ e approach used to gauge 
when sufficient data have be en obtained to adequately 
answer the  rese arch ques tions, our sample  size  was  
restricted to no more than nine spouses in the absence of 
prior approval by the Office of Budget and Management, 
a lengthy process that would have prohibited timely com-
pletion of our 1-year project.
Our findings, while preliminary, point to the need for 
additional research to document unmet needs and to iden-
tify ways to better serve this  population wi th targeted, 
specific  interventions. As   the VHA contemplates  
expanded outreach and mental health services for  fami-
lies, it is imperative to examine  the specific needs and 
services that could make a difference in the lives of cur-
rent and future theatre families. Because families play a  
key role in veterans’ recovery and readjustment, informa-
tion on  how th e servicemembers’ ex posure to trauma 
affects families, especially spouses assisting with the vet-
erans care, is needed. While existing  research can  pro-
vide insight as to the  difficulties that OIF/OEF spouses 
may face, troop characteristics and  the combat experi-
ences of those  deployed su ggest  the nee d for focus ed 
efforts to a ssist the families of A merica’s newest veter-
ans. This project provides a critical first step by adapting 
existing measures to assess the effect of servicemembers’ 
exposure to combat stressors and diagnosis of PTSD on 
marital partners. The generali zability of our findings is 
limited by the fact that all focus group members were 
spouses and not  other family members (e.g., adult chil -
dren, parents, sib lings). Although we e lected to ch oose 
valid tested measures because of convenience, meas ure 
development to assess the un ique needs and  difficulties 
of this population should be considered in future efforts.
CONCLUSIONS
Expert panel and qualitative methods are ef fective 
techniques for  identifying focused assessment measures 838
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that may identify  factors that contribute to  marital part-
ner’s well-being and identify unmet ne eds. Focus group 
interviews yielded  valuable in put on th e domains of 
experience and key questio ns that should be included in 
an assessment battery designed  to assess well-being and 
areas where assistance is n eeded. Additional research is 
needed to  e lucidate  and  refine the   special n eeds  and 
issues surrounding PTSD in current and future OIF/OEF 
veterans and their families.
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